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Executive Summary

The Uganda Program for Human and Holistic Develagm@&PHOLD), a USAID-funded
program working in 34 districts of Uganda, suppoctsmmunity-based growth promotion
(CBGP) in selected districts to help empower comitres to prevent malnutrition among
children under two years of age and to serve astalyst for solving problems of iliness, poor
feeding practices, or other childcare concernti@tcommunity and household level. A total of
1,290 growth promoters were trained in 524 villagathin 6 districts and they established
monthly growth promotion sessions.

A program Review was conducted to assess prograratpn, examine lessons learned, and
measure the potential impact of CBGP. Data werkecid from growth promotion registers
from 20 randomly sampled villages in four districtsrering 1,249 children 0—23 months old. A
total of 180 counseling sessions were observed) éaltowed by an exit interview with a
caretaker.

Villages with consistent participation among thedemmtwo population had improved child
growth trends. From September 2006 to April 200/&rall malnutrition levels (weight-for-age
below —2 Z-score; 2005 WHO standards) declined fadd#h8 percent (n=748) to 7.9 percent
(n=680) after 8 months of program implementatiofi.mothers were counseled in conjunction
with monthly weighing. Three-quarters of the mogherceived messages relevant to the age and
well-being of their children that addressed feedginactices and other health and nutrition needs.
Villages that achieved the best results had higitess of child participation and well-established
support supervision mechanisms.

Community-based growth promotion activities are mgka difference in child growth and
nutrition status within households and communitidgeighing children on a monthly basis
draws attention to child growth and health. Funtin@re, providing mothers with relevant
messages on child feeding, health, and care pranay child survival interventions, which
yield results for children. Making some small adijosnts in the current operational aspects of
the program could greatly expand its positive impathin villages that have ongoing programs.
Introducing CBGP to additional districts, sub-caoest and villages, and broadening the scope of
the current program to include other child heatdues beyond feeding and immunization, offer
the potential for even greater improvements incchéalth and nutrition throughout the country.
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Highlights

Promoting the Growth of Children in Uganda

Building on prior work under USAID’s Basic Suppdudr Institutionalizing Child Survival
(BASICS) project and drawing on growth promotiorpesience worldwide as summarized by
The Manoff Group, the Uganda Program for Human Biofistic Development (UPHOLD)
began its support for community-based growth praomo{CBGP) on a small scale in Bugiri
District in 2004. As of April 2007, UPHOLD had tread more than 1,200 community growth
promoters and introduced the approach in more th@d villages in 5 districts, serving
approximately 15,000 children under two years o ag a monthly basis. A Review of the
program was conducted by UPHOLD in May 2007. TheviBw demonstrates that the growth
promotion approach used by UPHOLD has great peatetttiprevent malnutrition and maintain
child health in Uganda.

Overview of Review Methodology and Sample

Data including child age, weight, and growth weddlected from the CBGP registers in 20
randomly sampled villages in 4 districts. A totéll80 counseling sessions were observed and
exit interviews conducted with caretakers in 18itoloal villages. Key informant interviews
were held with staff at the district and sub-couletyel as well as with growth promoters. In
total, data were collected from more than 1,200dclin under two years of age who were
enrolled in the CBGP program in these villages fr®aptember 2006 to April 2007, and more
than 100 volunteers, staff, and other health remtasives provided qualitative information on
the operation and effectiveness of the CBGP progitaiough key informant interviews and
during district-level orientation and disseminatmoeetings.

Program Coverage and Participation

All of the CBGP registers reviewed were focusedlusigely on children from birth to 23
months; children moved out of the program once tie@ghed age two. Program coverage was
high, reaching 90 percent of all children under tyears at the outset of the program in all
districts. However, program coverage declined awee in some areas, as not all villages
registered newborns on a timely and regular b&s® of the study villages did not enroll any
newborn children during the Review period, the magason being that the promoters lacked
additional village registers. Among the other \gks it is estimated that on average about 75
percent of newborn children were covered by theanm.

Participation was good in some villages; eight loé 120 villages reached the 80 percent
benchmark in at least six of the eight months neg@ Eight villages never attained even 60

percent in any month. An overall downward trend w@sn between September 2006 and March
2007, with participation rates improving again iprAh Weather conditions (rain) and peaks in

agricultural labor (harvesting and planting seayovese the major reasons cited for people not
attending sessions, followed by village events i@isy market days) and lack of interest due to
unmet expectations or incorrect perceptions optiogram.

Child Growth Trends

The Review showed that promoters across all fagtridis covered by the Review are effectively
using the tools available to calculate childrenisimum target weight gain. The adequacy of a
child’s growth guides the monthly growth promotisassions with mothers. In all cases, the



focus is on an individual child’s weight gain anot on the level of malnutrition. In any given
month, the Review revealed that about two-thirdshufdren in all four districts had gained
adequate weight. Communities with better partiegratichieved better growth trend results for
children: The average rate of adequate growth i gimen month in communities with high
participation was 73 percent, compared to 57 pérocemommunities with low participation.
Recuperating from growth faltering was also asdediawith program participation:
Recuperation rates were 63 percent in communitigs kigh participation compared to 36
percent in communities with poor participation.

Growth Promotion through Counseling

Growth promoters in all four districts had accessand utilized tools, including a set of
counseling cards, to provide advice to mothersromeividual basis on feeding, childcare and
health. In the overwhelming majority of counselisgssions observed, mothers were given
messages that were relevant to the age and hégitis ®f the child. The observations showed—
and the exit interviews confirmed—that about hdltle counseling sessions concluded in an
agreement between the mother and growth promotemiB promoters appeared to give more
attention to children who were faltering in growdbmpared to those who were growing well.
The counseling sessions with children who were grotwing well were more likely to be
conducted using a counseling card in order to pvelevant and specific guidance and to
reach a specific agreement. Mothers of these @nldiso affirmed more often that they had
learned something new in the session.

Positive Impact on Nutrition Status

The CBGP activities seem to be making a differencehild growth and nutrition status. The

proportion of children who were malnourished (Iésan -2 Z-scores, WHO 2005 standard)
declined from 12.8 to 7.9 percent. This reflect88apercent improvement in malnutrition over
the eight-month period. The age composition of #Hanple at baseline and endline was
significantly different as a result of the incompleenrollment of newborn children over the

study period. However, the positive impact on tiatni status was evident in both age groups:
the decline in malnutrition was from 11.3 to 7.3qaat in children 0—11 months, and from 14.8
to 8.4 percent in children 12-23 months. The failof some villages to register newborns
presents a potential bias toward lower nutritioatust in the nutrition analysis, as younger
children tend to have better nutrition status tledgter children. All things being equal, the

endline population would be expected to have adrigitoportion of malnourished children

compared to the baseline population, based ongéalistribution alone. Therefore, these results
may underestimate the potential positive impac€BGP on nutrition in the community.

Nutrition Status Compared to Uganda DHS

Using the 1999 WHO/NCHS standards also used foriganda Demographic and Health

Survey (UDHS), malnutrition rates in the CBGP peogrdeclined from 18.3 percent at baseline
to 11.6 percent at endline. The proportion of matished children at baseline is slightly lower

than the UDHS average of 20.4 percent, perhapsaegal by the fact that the Review did not
include any districts in the north where the higliates of malnutrition are found.
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Figure 1: Proportion of Malnourished Children by Ag e: UDHS Compared to CBGP Samples
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CBGP and Immunization Coverage

Health center staff and health officials at natlpdastrict, and sub-county levels have praised the
CBGP program for its positive impact on immunizatimoverage. Growth promoters check the
immunization status of the children attending tmewgh promotion sessions, and refer those
who are due for immunization to the nearest headthter or outreach post. Identification of
immunization status was done correctly for 70 petrod the children whose counseling session
was observed.

Cost of CBGP

The estimated cost to start up the CBGP prograthrage sub-counties in one district is $40,251.
This is approximately $268 per village and $5.37 g@eld, with an estimated 50 children under
age two participating in CBGP per village per ydacluding the supervision and support costs
for the first year, the total cost is estimate®%6,200 in the three sub-counties, $375 per village
and $7.50 per child under two. For subsequent ydagecurrent costs to maintain the program
in these villages are estimated at $14,226, orf9%illage and $1.90 per child under two.

The Future of CBGP in Uganda

Community-based growth promotion activities are imgka difference in child growth and
nutrition status. Weighing children on a monthlysisadraws attention to child growth and
health, and providing mothers with relevant message child feeding, health, and care
promotes key child survival interventions, whicle grelding results for children. Making some
small adjustments in the current operational aspettthe program could greatly expand the
positive impact within villages that have ongoingpgrams. Introducing CBGP to additional
districts, sub-counties, and villages, and broaugtihe scope of the current program to include
other child health issues beyond feeding and imeatiun, offer the potential for even greater
improvements in child health and nutrition throughtihe country.

Implementation of new policies under developmentha Ministry of Health—including the
Child Survival Strategy and the Road Map to reductdf Neonatal and Maternal Mortality—
would benefit from the UPHOLD experience in CBGReToutcome of this Review suggests the
value of this CBGP approach to improving child itidn and health.

Uganda Community Health Promotion Program Review
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Community-Based Growth Promotion: Key Recommendatio ns

Register all children under two years of age in the community to give each child the
opportunity to participate in the program.

Strengthen the system of replenishing supplies, especially registers, so that new children
can be enrolled and the program can continue beyond 12 months.

Identify within the community the best ways to reach all children on a monthly basis
including establishing larger teams of promoters, encouraging participation through
community mobilization, home visits to children who missed the session, linking growth
promotion to other services such as de-worming, or providing other incentives for
participation.

Utilize home visits for enrolling newborn children to promote key newborn and postnatal
care practices. The first weighing should take place at the next growth promotion session
when the child is one month old.

Further develop the counseling skills of promoters through support supervision and
additional training.

Expand the focus of counseling to include messages promoting health interventions such as
immunization and prevention and treatment of malaria as well as newborn care and nutrition
for the lactating mother, in addition to child feeding practices.

Emphasize with promoters the importance of following-up on all children who are not gaining
adequate weight.

Encourage the presence of a vaccinator at the monthly growth promotion sessions to help
integrate health service delivery in communities.

Reinforce linkages between the health sector, particularly the district health team and health
center staff, and community growth promoters and supervisors.

Acknowledge the work of the growth promoters at local council meetings and other public
gatherings to maintain high levels of interest and motivation.

Incorporate this CBGP model into the village health team (VHT) strategy of the Ministry of
Health (MOH) and include CBGP as a key intervention under the Child Survival Strategy.

Uganda Community Health Promotion Program Review
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1. Introduction
1.1 History and Development of Community-Based GrowtiPromotion in Uganda

Despite all efforts to improve child survival, grthw and development, Uganda still has high
infant and under-five mortality rates, at 88 an@® Jer 1,000 life births, respectively (UDHS
2001). Most child deaths could be prevented, asamaal diarrhea, and pneumonia remain
leading causes of morbidity and mortality, and é€cpnt of child death is, directly or indirectly,
attributed to malnutrition. The relative risk ofalle increases as the severity of malnutrition
worsens; however, mild to moderate malnutrition besn reported to account for more than 80
percent of these deaths (World Bank, 1996). ThendgaProgram for Human and Holistic
Development (UPHOLD) funded by United States Agerioy International Development
(USAID) provided support for a community-based gitoygromotion (CBGP) program to help
empower communities to prevent malnutrition amohgdeen under two years of age and to
serve as a catalyst for solving problems of illngssor feeding practices, or other childcare
concerns at the community and household level. JB&P program supports the village health
team (VHT) approach in Uganda, which aims at brigghe gap between health service delivery
and the household.

The antecedents to the UPHOLD CBGP program wer&\bed Bank-supported Nutrition and
Early Childhood project and the USAID-funded BASI@®ject. The World Bank project,
implemented from 1997 to 2003, focused on prevgntmalnutrition and promoting good health
through a range of interventions including commysbidsed growth monitoring of children less
than three years old. In 2002, the USAID BASICSjgrbintroduced a CBGP program in 45
communities in Luwero, Masindi, and Kumi distrith&t drew on the improvements and lessons
learned from large-scale growth promotion programsther countries, including: monitoring
children less than two years old (as opposed tgsethap to age three or five), focusing on
adequate weight gain in lieu of nutrition statusgrsgthening individual counseling services, and
promoting community participation and action.

1.2 The UPHOLD Community-Based Growth Promotion Progran

The foundation of the UPHOLD CBGP program is wenghand promoting the growth of all
children under the age of two on a monthly basithencommunity. At monthly village weighing
sessions, and through other means such as hom® wismmunity growth promoters identify
children with inadequate growth, counsel caretakarshe causes of poor growth, and agree on
actions to be taken to restore children to adeqgabevth and health. Community growth
promoters are trained in and equipped with a seda$ (see Table 1) to use in conducting these
monthly sessions and in providing support to themmanity in meeting the health needs of
children. The set of counseling cards—originallweleped under BASICS and focused on
feeding practices—was expanded to include antenatal and birth preparedness, newborn and
postnatal care, immunization, hygiene and sanitaticse of insecticide-treated nets (ITNSs),
danger signs and home care for sick children (fediarrhea and respiratory tract infections),
child spacing, HIV counseling and testing, and tionfesolution.

Community growth promoters generally work in teaafistwo or three within their village,
ideally covering 30—40 children under two per tedm.many parishes (geographical areas

5
Uganda Community Health Promotion Program Review
UPHOLD Program



similar to districts), growth promoters collaboratgh their parish peers to conduct the monthly
sessions. The growth promoters are supported bytriawoers/supervisors from the sub-county
who collaborate with district-level trainers. Thtial training of growth promoters is a six-day,
skill-oriented training. A cascade training appfio#c used: At the district level, national trainers
train a team of district and sub-county personnkeb then take responsibility to train growth
promoters in selected sub-counties and villagessupgplement the support provided by the sub-
county and district level supervisors, a parishrdotor is identified from within the group of
community growth promoters and given one additiot@y of training in basic supervisory
skills, data collection, and reporting. These gagspervisors play a major role in collecting and
compiling the monthly village summary reports, eving them for correctness and submitting
them to the sub-county supervisor.

Table 1: Growth Promotion Tool Kit

Iltem Description
1 Weighing Scale Salter-Type with set of five weighing pants
2 Growth Promotion Handbook Provides all of the information growth promoters need to
implement the program at the village level
3 Child Health Counseling Cards A set of 16 spiral-bound cards that provide specific

messages related to child health and nutrition that are
used on an individual basis with mothers and caretakers

4 Village Growth Promotion Register | Notebook designed to easily record and track the growth
and immunization status of children on a monthly basis.
Contains space for 30 children for 12 monthly sessions

5 Minimum Weight Gain Table A laminated one-page table showing the minimum
expected weight in 1 and 2 months since the previous
weighing for children between 1.8 and 14.3 kg

6 Summary Sheets - Growth A one-page bar graph that summarizes monthly register
data showing numbers of children registered, weighed and
their growth trends

7 Summary Sheets - Immunization A one-page bar graph that summarizes monthly register
data showing the number of children whose immunization
status was checked and the status

8 Referral Sheets Small sheets that growth promoters fill in and give to
mothers of sick children who need additional health care
indicating reason for referral

9 Child Health Cards The standard Uganda Child Health Card that tracks child
growth and immunization status
10 | T-shirt, Storage Bag, and Basic Basic supplies for recognition and to facilitate the work of
Stationery the promoters

The UPHOLD CBGP program was introduced in 6 of Wgas 79 districts. The districts were

selected for various reasons. In Bugiri, the progmsas an extension of the limited support
UPHOLD provided to 20 villages in 2004. In Luwethe UPHOLD program was building on

and expanding the work in CBGP initiated by BASIDSL5 villages in 2003. In Arua, CBGP

was introduced to reinforce the VHTSs rolled outtve district with Africa Development Bank

(ADB) support. In addition, two of UPHOLD'’s civilogiety organization (CSO) child health

grantees working in Mbardrand Mayuge had a growth promotion component iir therk

! These two CSOs are Kaaro Rural Development Orgtaizin Mbarara and IDDA in Mayuge. Nine of tha te
sub-counties where Kaaro operates are now locatdttinew Kiruhura district; one is in Ibanda. Huos review
Kiruhura and Ibanda were considered as one impl&tien area, from this point on this district viié referred to
as Kiruhura.

6
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plans. They received technical support from UPHCObDCBGP implementation in these two
districts. As of April 2007, UPHOLD had supportéug ttraining of more than 1,200 community
growth promoters in more than 500 villages in thiese districts, serving approximately 15,000
children on a monthly basis.

Table 2: UPHOLD Support for CBGP as of April 2007

District Number | Number of | Number Number of Approximate
of Sub- Villages Of Trainers Promoters Training Dates
Counties District | SC Total | Total
Arua 1 48 2 26 28 94 Dec 06-Jan 07
Bugiri 3 130 4 8 12 390 July-Dec 06
Luwero 3 119 7 12 19 329 July-Dec 06
Mayuge 1 83 11 0 11 130 Feb 06
Kiruhura 5 144 4 2 6 288 June-Aug 06
Total 13 524 28 48 76 1,231

2. Review Methodology
2.1 Objectives
The two main objectives of the CBGP Review weradsess:

The operation of the program by examining the kevel program coverage and child
participation, and promoters’ skills in counseliceyetakers, and by surveying the opinions
of personnel involved in the program;

The impact of the CBGP program on the coverage hold chealth actions such as
immunization on growth trends according to montiigight gain data, and on nutritional
status based on child weight-for-age data from&eber 2006 compared to April 2007.

2.2 Study Period

Only one district, Mayuge, had been implementing @BGP program for a full year by April

2007. In order to involve more districts in the Rsw, eight months of implementation between
September 2006 and April 2007 were chosen as thiee®Rdimeframe. The number of villages
eligible for the Review based on this criterion w280 of the 524 villages that had initiated
CBGP through UPHOLD.

2.3Sample Size and Data Collection

The Register Review methodology, earlier develof@dthe purpose of evaluating CBGP
programs and used before in Uganda by BAS|@&s adopted for the primary data collection.
Five villages were randomly selected in each distiiom the list of villages that had been
implementing CBGP since September 2006. The Arsigicliwas completely excluded from the

2BASICS I, Karen van Roekel, Growth Promotion Regi Review, Uganda, 2003.
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Review, since training took place in December 2@@@ January 2007. Thus, a total of 20
villages were included in the Review. The numbewridages sampled was based on previous
experience with CBGP reviews. These reviews hamangtquantitative elements, but are not
formal evaluations. The aim is to understand whdtdappening programmatically: the majority
of the indicators are related to process and afpbll of the children rather than specific sub-
sets of children. Sufficient data were collectecexamine outcomes and impact for the whole
population but not to be disaggregated by district.

Qualitative data were collected via observationgm@wth promoter counseling sessions, exit
interviews with caretakers, and interviews with kefprmants involved in the program. For the

observations and exit interviews, an additionae fixillages were selected in each of the four
districts based on the availability of a monthlyowth promotion session during the village

register data collection phase of the Review. unésvs based on semi-structured guides were
conducted with one district trainer and two substgisupervisors in each district, and with the
promoters from the villages participating in thegiéer Review. Informal discussions were also
held with three of the four District Health Offise(DHO) to obtain their impressions of the

CBGP program as well as their thoughts and idegardeng the expansion and/or sustainability
of the CBGP activities following UPHOLD direct supp

2.4 Data Analysis

The foundation for the analysis of the data colddrom the village registers drew on a review
of the BASICS-supported Uganda progfams well as other reviews of large-scale CBGP
programs. These reviews have established a set of stariddithtors that are used to track
progress and assess the operation of CBGP progrEmesindicators include: coverage rate;
participation rate; rate of newborn registratioates of adequate, inadequate, and persistent
inadequate growth; and recuperation rate. (See Arindéor a detailed description of these
indicators.)

The nutrition status of children in the progranSeptember 2006 was compared to the nutrition
status of children in the program in April 2007 eTleight-for-age data for these two cohorts of
children were analyzed with WHO’s Anthro 2005 scftes and Z-scores for all children were
calculated using the new WHO 2005 reference stalsdas well as the 1999 WHO/NCHS
reference standard.

The data and information from the observationst iexerviews, and key informant discussions
were summarized and analyzed for trends using Exw@ISPSS software. Qualitative responses
from mothers on issues discussed and agreed ongdadunseling sessions were coded on
relevance for the age and health status of thel cmla scale of not, little, or very relevant, and
judgment was made on the level of specificity. (emex 2 for a copy of the survey
instruments.)

% Karen van Roekel, 2003.
* BASICS II, AIN Program.
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3 Sample Description
3.1 Children in the Register Review

The Register Review included all children under #ge of two listed in the registers of the
sampled villages over an eight-month period. Ferrttajority of the sampled villages, the eight-
month period was from September 2006 to April 2067Mayuge district, in four of the five
sampled villages, the eight-month register datdectdd covered the period August 2006 to
March 2007 rather than September 2006 to April 208ayuge district was the first to initiate
the CBGP program and the first registers they weckewere completely full by the end of March
2007. Unfortunately, these villages did not recaresv registers in advance of April activities.
The program continued to function in April; prommsterecorded April data in separate
notebooks. However, for the purpose of this Reviewas decided that for consistency and
completeness it was preferable to use the Auguds &0 September 2007 data from the official
registers for these four villages.

Figure 2: Distribution of Children in the Review by District (N=1249)

14% 21%

Bugiri
34%

Overall, 1249 children were entered into the regsstover the eight-month study period,
including 427 in Bugiri, 266 in Luwero, 386 in Maye, and 170 in Kiruhura district. Two-thirds
of the sample came from Bugiri and Mayuge distrigtgure 2). Villages in those districts
generally have large numbers of children undeofetimes exceeding 100. Only 14 percent of
the children came from Kiruhura, where all villagee small. The number of children under 2 in
a village ranged from 25 to 120, with an averag&®fchildren per village in a given month
(Table 3).
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Table 3: Number of Children in Register Review by D  istrict and Village

District Sub- Village Number District Sub-County Village Number
County Children Children
0-23 0-23
Months Months
Bugiri Bulesa Nakabaale A | 97 Luwero Kamira Kabunyata 81
Bulende 60 Namungia 42
Namiguna A | 90 Kakoola 29
Kapyanga Buwofu 120 Keera 72
Namkoma Matovua 60 Bamunanika | Kangulumira 42
Bugiri Total 427 Luwero Total 266
Kiruhura Kashongi Rwozi 30 Mayuge Kigandalo Nakasuwa 90
Ekikagate 41 Nawampongo 30
Orutooma 40 Naigeria 72
Mooya Il 25 Kinawambuzi 134
Ekikone 34 Nanvunano 60
Kiruhura Total 170 Mayuge Total 386

Total All Districts: 1249

3.2Community Volunteers, Trainers and Caretakers Inteviewed or Observed

For the observations and exit interviews, a tofal® villages were visited on the day of their
monthly growth promotion session in the four disj 5 villages each in Bugiri and Mayuge
and 4 each in Luwero and Kiruhura. One selectddgelin Luwero had postponed the session
due to a death in the village, and one in Kiruhewald not be reached due to bad weather and
terrain. In each village, ten counseling sessiorsewobserved and the caretakers from these
sessions were interviewed. In some villages, orawir promoter was observed for ten
counseling sessions, while in other villages twanselors were observed for five sessions each.
In total, the Review analyzed the results of 188eobations and exit interviews involving 27
different village promoters.
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Number of
Promoters

Figure 3: Characteristics of Promoters Observed by Gender
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Among the 27 growth promoters observed for theengyil6 (59 percent) were male and 11 (41
percent) were female. This sample is slightly skawefavor of males compared to all of the
promoters trained under UPHOLD, of whom 52 pereegrte male and 48 percent female. In the
sample, male and female promoters differed in tlesil of education, age, and in the number of
other roles they played in the communityg@re 3). All except one male promoter had more
than a primary education whereas only one femadenpter had gone on to secondary school.
Female promoters tended to be older than male geymoAlmost all growth promoters played
other voluntary roles in the community, mainly asnenunity medicine distributor for home-
based management of fever, or as VHT members. Arttegnale promoters observed, 14 (88
percent) had at least one other role in the comiyjuwhereas 8 (73 percent) female promoters
played other roles.

4 Program Coverage and Participation Findings

Community-based growth promotion is based on tluerstanding that children under the age of
two grow rapidly; needing to gain as much as a-kiddigram every month for healthy growth.
Child growth is a proxy for child health: those wtlon’t grow adequately are at increased risk
for malnutrition, which is associated with incredsmorbidity and mortality. Since a child’'s
health status can change quickly in the first tvearg of life, growth monitoring of children
under the age of two should occur monthly.

4.1 Coverage of Baseline Children

For a CBGP program to effectively prevent malnignitin a community, all children under the
age of two should have the opportunity to parti@pan a monthly basis. To assess program
coverage, the proportion of children who were wetjlat least once since the baseline, between
August/September 2006 and March/April 2007, was gamed to the total number of children
registered at baseline. At the start of the CBG&yi@m, each village conducted a house-to-
house census and registered all children undetvegen the community. Seven of the twenty
villages attained the 100 percent coverage bendghnaad only four villages had less than 90
percent coverage, with the lowest reported coverdge8 percent in a village in Bugiri. The
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average program coverage across the four disttiass95 percent, with the highest coverage in
Mayuge district (100 percent) and the lowest in iBudistrict (91 percent)Higure 4 ).

Figure 4: Program Coverage Rate by District
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4.2 Coverage of Newborns

Program coverage is not static, as the target ptipalis constantly changing. Children reach
two years of age and “age out” of the program ae children are born in the village every
month. The expectation is that in any given moathchildren under the age of two are included
in the register. Registering and enrolling newbahldren as soon as possible after birth,
preferably by one month of age, is an importanimelet of the CBGP program. Newborn
registration was assessed by comparing the propootfi newborn children who were registered
during the eight-month study period to the expectechber of newborn children in the village
over the course of the study period. Expected iith the study period were assumed to be two-
thirds of the number of children born in the 12 ihasrpreceding the baseline.

On average, it was found that about half of thesetgd children across the 20 communities born
between September 2006 and April 2007 entered ribgrgam (able 4). Three villages did not
register any new children since the baseline (Matawd Buwofu in Bugiri and Nawampogo in
Mayuge). At baseline these villages registeredl@0, and 30 children, respectively, filling 2, 4,
and 1 registers completely. Two other villages md register any newborn children during the
study period (Namiguwa in Bugiri and Nanvunano iayMge). Both of these villages had been
in the habit of registering new children, but oniceir registers were full, they suspended that
effort.

The villages that did enroll newborns as soon asipte after birth reported a well-functioning
home visit system focused primarily on weighing tingldren. Excluding the five villages that
did not enroll any newborn children, the remainirigvillages covered about 75 percent of the
newborns.
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Table 4: Expected Compared to Registered Newborn Ch ildren

Bugiri Nakabaale A 23 23 100% Luwero Keera 21 23 109%
Matovu 22 0 0% Kakoola 7 3 43%
Bulende 18 8 44% Namungia 11 10 91%
Namiguwa 32 0 0% Kabunyata 17 18 106%
Buwofu 45 0 0% Kangulumira 5 10 200%

Bugiri All 139 31 22% Luwero All 59 64 108%

Kiruhura | Rwozi 10 7 70% Mayuge Nakasuwa 26 12 46%
Ekikagate 16 10 63% Nawampongo | 9 0 0%
Orutooma 11 10 91% Naigeria 24 12 50%
Mooya I 10 4 40% Kinawambuzi 38 30 79%
Ekikone 11 4 36% Nanvunano 26 0 0%

Kiruhura All 58 35 60% Mayuge All 123 54 44%

Total All Districts: 49% of newborns registered

4.3 Participation Rates

Program participation is measured by comparingntimaber of children weighed in any given
month to the total number of children under tworgeaf age in the register for that month. The
benchmark for program participation is 80 percémtany given month at least 80 percent of
children registered for the program should be weigfif the program is to be effective.
Similarly, any given child should participate at$é 80 percent of the timege. have his/her
growth assessed at least ten out of twelve months.

An overall downward trend in participation was séetween September 2006 and March 2007,
with participation rates improving again in Apriiqure 5) The average participation rate in any

given month for the eight-month period covered iy teview was 72 percent. Only the Mayuge

district attained 80 percent participation, on agey; in each of the eight months reviewed. The
highest level of participation across all four digs was in September at 78 percent, which was
the first monthly session for 10 out of the 20agks. The lowest was in March at 65 percent,
during the planting season when women have a higgpecultural workload. A similar decline

in participation rates would be expected in Jullgich is the main harvesting season.

® Marcia Griffiths, personal communication
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Figure 5: Rates of Child Participation by District, September 2006—April 2007
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Participation at the village level was very goochearly half of the villages: eight of the twenty
villages reached the 80 percent benchmark in at B of the eight months reviewed. However,
six villages never attained even 60 percent paditon in any monthtable 5).

Table 5: Rates of Child Participation by Village

District Village Average | No District Village Average | No
(%) Months % Months
>80% >80%

Bugiri Nakabaale A 91 7 Luwero Kabunyata 76 4
Bulende 32 0 Namungia 52 1
Namiguwa A 100 8 Kakoola 66 3
Buwofu 34 0 Keera 45 0
Matovu A 77 6 Kangulumira 96 8

District Average 67% District Average 67%

Kiruhura Rwozi 56 0 Mayuge | Nakasuwa 91 6
Ekikagate 56 0 Nawampongo | 100 8
Orutooma 45 0 Naigeria 83 5
Mooya Il 51 1 Kinawambuzi 99 8
Ekikone 88 6 Nanvunano 74 1

District Average 59% District Average 89%

All District Average: 72 percent
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4.4 Participation Issues

Obstacles to reaching children under two years g&f with the growth promotion program
include low attendance at the monthly growth praorotsessions as a result of weather
conditions (rain) and peaks in agricultural labloar¢esting and planting seasons), long distance
to the weighing site, and lack of interest due monat expectations or incorrect perceptions of
the program. Home visits or additional monthly weig sessions have been effective in
increasing participation rates in some villages nvkdates of the regular session conflict with
funerals or other community events. In additionmeovillages have implemented innovative
approaches to increase attendance at monthly wegjgbéssions by offering incentives for
consistent monthly participatioBdx 1).

Box 1: Using Incentives to Increase Participation

In Mayuge district, the civil society organization ldudi Development Association (IDDA) helped
communities implement several innovative approaches to ensuring consistent high attendance
at the monthly growth-promotion sessions. Drama shows were created and performed to raise
awareness of the importance of growth promotion and other child health services. These
performances were targeted at the poor performing parish-level health centers during the
months of Child Days in May and November. In addition, IDDA targeted the distribution of ITNs
to mothers of children who had attended the growth promotion sessions for four consecutive
months, completed their child’s immunizations on time, kept their child health card clean, and
who were able to repeat messages accurately related to child health. This incentive system
raised mothers’ interest in the growth promotion sessions and increased attendance.

4 5Lessons Learned

Community-based growth promotion programs are wslablished in some communities, and
through a few minor adjustments in program openatiod supervision support, the potential
exists in many other communities for better coverand more consistent participation.
Furthermore, the potential to use the CBGP prograran effective vehicle to reach children and
families with other health interventions and suppsrfor the most part untapped. To increase
programcoverage and participation and to expand on theavaluhe CBGP program:

Conduct a complete village census at the initiatibthe program to ensure that all children
under the age of two have the opportunity to pigdie in the program.

Support the enrollment of newborn children in giowtomotion activities by one month of
age.

Utilize home visits to enroll newborn children earfter birth to provide support for
newborn and postpartum care and begin monthly wejght one month of age.

Develop and /or strengthen the system of replenestirof supplies, particularly registers, as
the lack of registers was a major reason that pteraalid not register newborns.

Clarify the register format, as errors in the regis were due to lack of space to enter birth
weights in the registers.
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Establish larger teams of promoters in larger gék& or identify other ways in the
community to facilitate enrolling newborn childrearly and reaching 80 percent or more of
all children under two each month.

Emphasize the importance of consistent, monthlyigiaation of all children under the age
of two, including encouraging the use of home sisit children who do not attend monthly
sessions.

Use community feedback meetings and/or link groprthmotion to services that are in high
demand, such as the bi-annual deworming, as a mieavesd increasing coverage and
participation.

Identify other approaches and incentives basedndividual community circumstances to
ensure that at least 80 percent of children pa#tel every month.

5 Growth Trend Findings
5.1Background

When children are weighed on a regular basis, dhes is on the adequacy of their weight gain
month to month rather than on nutrition status.efiective CBGP program equips community
volunteers with the capacity to assess the adequfaa\child’s weight gain month to month and
the tools to provide guidance to caretakers basethat child’'s growth and health status. A
reference tool (table of minimum expected weighbpprovides the expected weight for a child
based on the child’s weight in the previous monthwon months. The promoter compares the
actual weight to the expected weight to determirtba child is growing well or is faltering in
growth. The rate of adequate growth in the comnyurstthe proportion of children with
adequate growth in any given month compared totdted number of children whose growth
trend could be established (weighed in the cumeoith as well as the previous month or two
months prior). The inverse, the total number ofdrken in that month who did not gain adequate
weight compared to all children whose growth treodld be established in that month, is the
rate of inadequate growth.

5.2 Rates of Adequate Growth

In any given month, about two-thirds of the childra all four districts had gained adequate
weight Figure 6). This does not mean that the same children weseiigg well and gaining
each month but rather that on average, in eachhradmut one-third of children in the overall
population reviewed were not growing well. The pdjwn of children growing well varied
somewhat by the time of year: in February and Maactlyy about 25 percent of children were
not growing adequately. There was a five perceatemse in the proportion of children with
adequate growth from the beginning of the reviewaggkein September 2006 to the end in April
2007, from 65 to 70 percent.
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Figure 6: Percent of Children with Adequate Growth, September 2006—April 2007 (Average for all 4
districts)
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The rates of adequate growth vary by district aildge with much lower rates in Kiruhura (58
percent) and Luwero (64 percent) districts compdcedugiri (71 percent) and Mayuge (74
percent) (able 6). Kiruhura district, which had the lowest partaipn rates (59 percent), also
had the lowest proportion of children with adequ@t®wvth, whereas Mayuge district, which had
the highest participation rates (89 percent), reggbthe highest adequate growth rates (74
percent). Within the districts, the range in prdjgor of children with adequate growth is
uniformly low in Kiruhura; all villages are 58 pemt or below. The other districts show more
variability.

Table 6: Rates of Adequate Growth by Village and Di  strict, September 2006—April 2007

District Village Low Ave- High District Village Low Ave- High
% rage % % rage %
% %

Bugiri Nakabaale A | 40 62 82 Luwero Kabunyata 41 58 76
Bulende o* 48 92 Namungia 35 58 83
Namiguna A | 63 85 98 Kakoola 56* 68 88
Buwofu 38 54 69 Keera 43 59 72
Matovua 52 71 91 Kangulumira 57 74 85

Bugiri All 71% Luwero All 64%

Kiruhura | Rwozi 41 58 91 Mayuge | Nakasuwa 45 64 75
Ekikagate 24 55 100 Nawampongo 79 95 100
Orutooma 25* 51 93 Naigeria 49 63 72
Mooya I o* 38 64 Kinawambuzi | 49 69 81
Ekikone 22 52 83 Nanvunano 70 76 84

Kiruhura All 58% Mayuge All 74%

Total All Districts: 70 percent

* Includes fewer than 10 children
5.3 Persistent Inadequate Growth

A child is particularly at risk if he or she hastrgained adequate weight for two consecutive
months. Overall, in any given month, the proportminchildren who experienced persistent
inadequate growth (faltering growth for two or marensecutive months), out of the total
number of children whose growth could be estabtisieabout eight percent. This varies from a
high of 11 percent in October 2006 to a low of fpercent in March 2007. The trend over the
review period shows a five percent decline in thepprtion of children with persistent
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inadequate growth in any given month from Octol@0&2(the first month with sufficient data)
to April 2007 Eigure 7). The number of children in the sample with peesisinadequate growth
in any given month in a village or the districtta® small to draw conclusions at this level. The
lack of data in some communities and districtsue tb the irregular participation of children,
such that growth trends cannot be determined. liyude, the only district that attained 80
percent participation, the slightly downward trdretween October 2006 and April 2007—from
12 percent to 5 percent—may reflect the effectigsrad the program.

Figure 7: Percent of Children with Persistent Inade  quate Growth, All Districts
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5.4Recuperation Rates

Perhaps the best measure of success of a CBGPapragrhow many children recuperate
following an episode of growth faltering. This rasecalculated by taking the total number of
children in a given month whose growth had faltarethe previous month, and measuring the
percentage of those children growing adequatelyil&i to data on persistent inadequate
growth, data were limited due to inconsistent pgréition, and the results should be interpreted
with caution. Overall, the results for the periodt@ber 2006 to April 2007 show that for any
given month, the recuperation rate is about 48gmre-about half the children who had faltered
in growth the previous month recuperated in thesesgbent month. Among the other half, 25
percent experienced growth faltering again andrémeaining 27 percent was not weighed the
month after they had faltered. District recuperatiates on average over the eight months range
from 41 to 54 percent, based on very limited dasalé 7).
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6 to April 2007

Table 7: Recuperation Rates by District October 200

Bugiri Luwero

Kiruhura 20% 61% | 33

All 40%
Districts

Mayuge

5.5Growth Trends and Program Participation

High program participation rates seem to be linkedimproved growth trendsrigure 8:
Program Participation and Growth Trends
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Comparing the growth trends of children in the eighages with the highest participation (80

percent or above) with the growth trends of chiidia the eight villages with the lowest

participation (less than 60 percent), villages wiigh participation reported higher adequate
growth rates and higher recuperation rates. Theageerate of adequate growth in any given
month in communities with high participation was p8rcent, compared to 57 percent in
communities with poor levels of participation. Tingpact on children recuperating from growth
faltering was even more significant. On averaggghhparticipation communities had a

recuperation rate of 63 percent in any given mawotmpared to 36 percent in communities with
low participation.
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Figure 8: Program Participation and Growth Trends
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5.6Lessons Learned

The information on growth trends shows that a $icgmt proportion of children under the age
of two experience growth faltering in any given rtignand about 10 percent of children
experience persistent inadequate weight gain forrwenths or more. Within a relatively short
time, the CBGP program had a positive impact orothexall proportion of children in any given
month that experienced faltering growth. Commusitigth better participation achieved better
growth trend results for children. Recuperationesatire particularly sensitive to consistent
participation in the program: Communities that ssfully reached children on a monthly basis
saw more recuperation from growth faltering anddregrowth trends overall. Ensuring high
participation, therefore, is an important factorpreventing growth faltering in children. To
achieve the most beneficial impact on growth trgmdsnoters should:

Ensure that all children and caretakers are reacimed monthly basis to prevent growth
faltering and improve recuperation when growthefiaittg occurs.

Pay particular attention to children who have ebgrered growth faltering, especially those
with persistent inadequate growth: seek out théddren and caretakers to ensure that they
participate regularly in the program.

6 Growth Promoters’ Counseling Skills Findings

6.1 Counseling Process and Tools

Counseling cards on feeding and sick child care

Overall, promoters across all four districts hatess to and utilized the tools—a set of
counseling cards in local language—to provide celimg advice to caretakers on an individual
basis during the monthly growth promotion sessi@rawth promoters were trained in a set of
procedures to follow when conducting counselindhwiretakerstable 8).
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Table 8: Expected Process for Growth Promoters’ Cou  nseling Sessions

List of Counseling Procedures

1 Asks if Child Gained Weight 8 Discusses Recommendations

2 Uses the Child Health Card 9 Uses Pictures in Discussion

3 Asks about the Child’'s Health 10 Involves Mother in Discussion

4 Chooses Counseling Card 11 Reaches an Agreement with Mother
5 Asks Questions Listed on the Card 12 Asks Mother to Repeat Agreement
6 Listens to Mother's Responses 13 Informs Mother When to Return

7 Praises Mother for Things Well Done

Some of the key counseling procedures appear todre commonly followed than others.
Overall, growth promoters praised the mothers iangs well done 88 percent of the time and
discussed the recommendations listed on the caogsebrd 83 percent of the time. Less
frequently, only 59 percent of the time, they askeslquestions listed on the card. The variation
among districts in adhering to the counseling pssceras significant: Bugftiwas observed
using counseling cards 26 percent of the time, @etpto the average across all districts of 72
percent Eigure 9).

Figure 9: Growth Promoter Counseling Procedures Per  formance
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Based on the observations, the performance of pemsiavas rated on a scale of 1 to 13
according to how well they followed the expectedrtseling procedures. Overall, the promoters
achieved a rating of 7.6 out of 13. This varied siderably by district: Bugiri achieved a
performance rating of 2.2; Kiruhura, 8.4; Mayuge3;%nd Luwero, 11.0. Both Luwero and
Mayuge have had more experience in CBGP—Luweroutjirothe BASICS project, and
Mayuge as the first district to initiate the UPHOIdBogram. The age of the promoter does not
appear to affect performance. However, promoteth wiore than a primary education did a
better job following the process, scoring on aver&8gl compared to promoters with only a
primary education that scored 4.9. Since male pteracare more educated than the female

® The reason why Bugiri’s counseling practices varelifferent from the other districts is uncleaowéver, we
noted that district-level support supervision wasaker compared to the other districts. Also, tlitgain
introduction of the CBGP activities in 2004 was damithoutthe full set of training and implementation matkria
which may have affected the district commitmenti® subsequent program training and follow-up.
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promoters, this difference is also apparent whenparing males to females: males scored 8.6
compared to 5.2 for females. Finally, promoterd fhlay other roles in the village performed
better than those who didn't play other roles, ahd more roles played, the better the
performance. Those who didn’t play any other raered 3.9, those with one other role scored
7.5 and promoters who had more than one othersomeed 9.5.

6.2 Nutrition Messages

In the overwhelming majority o
counseling sessions  observe
mothers were given messages tl
were relevant to the age and hea

Figure 10: Relevance and Specificity of Topics
Discussed during Counseling Sessions
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circumstances of each child ana tamuy situauome iexcepuon, In some cases, was the
provision of more specific guidance on the frequyesicbreastfeeding and support for continuing
exclusive breastfeeding for children up to six nmenof age. Some promoters also provided
more specific messages on mixing and mashing diftefood types together to improve

complementary feeding. Over half of the mothergerwnewed (52 percent) said that they had
learned something new during the counseling segsigue 11).

487

The observations showed that

Box 2: Counseling Improves Feeding Practices

A mother of a two-month old child in Mayuge had started
giving the child tea and milk. She was advised by her
neighbor, who had been attending growth promotion
sessions, not to do this, but rather to only breastfeed. The
mother sought confirmation from the growth promoter who
explained to her that the more frequently she lets the baby
drink from her breast, the more milk she will produce, and
that, indeed, she would be able to exclusively breastfeed the
baby for the first six months. The mom agreed to try this.

A mother of a seven-month old boy in Kiruhura who had
begun to falter in growth was advised to start giving her child
supplementary foods in addition to continuing to breastfeed.
The mother learned how to mash and mix locally available
foods like beans and greens that she had never thought of
giving to her child. The mother was excited to learn that she
was able to feed her child well with the foods she had
available in her home.

Uganda Community Health Promotion Program Review
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about half (52 percent) of the

counseling sessions
concluded in an agreement
between the mother and

growth promoter, and exit
interviews  with  mothers
confirmed this. Furthermore,
mothers were able to state
what they had agreed upon
with the growth promoter.
However, only 8 percent of
these  agreements  were
classified as specific; the
majority was general advice
such as to continue
exclusively breastfeeding the
child.

Growth promoters appear to
give more attention to
children who were faltering
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in growth than to those who were growing well. Toeinseling sessions with children who were
not growing well were more likely to be conductesing a counseling card, to be relevant and
specific, and to reach a specific agreement. Mstlbéthese children also affirmed more often
that they had learned something new in the session.

Figure 11: Improved Counseling for Children with Inadequate Gr  owth
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6.3 Referral

Growth promoters regularly identify and refer satkldren to the health unit. The major reasons
for referral are children with persistent malaria.(not responding to Homapack), diarrhea,
inadequate weight gain for two or more months, emttiren who are due for immunization. At
sub-county, district, and national levels, healbf@ssionals confirmed that CBGP had a positive
impact on early healthcare-seeking behavior. Wisegrawth promoters universally use the
referral card (described irable 1 ), the tear-off section is rarely filled in by thealth center and
returned to the mother to facilitate follow up wite promoter. Health Center staff may not be
aware of the expectation to fill in and return tear-off section of the referral sheet to the
mother. Some health centers, particularly in Maydggrict, provide priority care to mothers
who come with a referral card: they do not havién® up, but rather can go straight to the health
worker. This serves as an incentive for mothegotthrough the growth promoter when seeking
health care. Health center staff may need additimaming on the CBGP program to understand
their role in bridging the gap between the heatdthter and the community.
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6.4Lessons Learned

Growth promoters vary in their capacity to use tbenseling tools and procedures to provide
guidance to caretakers during growth promotionisess Promoters who play other health roles
and those with more than a primary education apfeebave greater capacity in the counseling
procedures. Mothers all agreed that it was goodhem to come and bring their children to the
growth promotion session. Knowing whether the chlas growing well (had gained adequate
weight) was the major reason given for participgtvery few mentioned the advice and support
they received in the counseling session. Most dropromoters were only able to provide
general guidance on feeding and care of childrdrerahan specific, tailored messages for each
individual child and caretaker. Promoters focusetlaeattention on the advice and guidance that
they provided to caretakers of children who had gained adequate weight. CBGP also
positively influences the healthcare-seeking baefrasnd with some more improvements can
play a significant role to bridge the gap betweba health center and the community. To
continue to build on the potential for counselingetter support mothers and other caretakers in
meeting the health and nutrition needs of childpgomoters should be supported to:

Discuss issues related to newborn and postpartum daring the first visits, and to
encourage the mothers to bring their children &gtowth promotion session when the child
is one month old for the first weighing.

Increase their counseling capacity by building apegience, taking advantage of support
supervision mechanisms, and receiving additiomathitng.

Learn to take into account other factors affectimggrowth trend of individual children—for
example, recent illness, change in family status-b&o able to provide more tailored
counseling and advice to caretakers.

Expand on messages provided beyond those relatedutme feeding, to include those
related to feeding during or after illness, andeothealth issues, such as prevention and
treatment of malaria and immunization, as well lzs ¢tare and nutrition of the lactating
mother.

Reinforce the linkages between the health sector the village growth promoters by
providing additional orientation and follow-up tlugh support supervision meetings.

7 Local Support for CBGP
7.1Growth Promoters

Most communities were successful in identifyingurdkers to play the role of growth promoter.
Once promoters were identified, they were overwlvayhy committed to their role in the
program. Eighteen out of twenty promoters said thed being growth promoters, while six out
of twenty said it was difficult. The promoters pawtarly liked being known and respected in the
community, the high quality tools and materialsinggy knowledge and skills related to child
health and care, and effective collaboration witlrigh colleagues and supervisors. The
challenges mentioned mainly related to social nwddion of communities and home visit
follow ups without means of transport, and, in som&ances, collaboration with the local
council executives. All but one confirmed they wibuwontinue to work as growth promoters,
although a few suggested that umbrellas, gumbeaatspicycles would be helpful.
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7.2Community Involvement and Action

Community feedback meetings are not yet fully dsthbd. A total of 13 of 20 villages had
conducted community feedback meetings, mainly iryld@ and Luwero. Some villages feel it
is better to provide feedback as part of the reutincal Council 1 (LC1) meetings. Community
actions that have resulted from these meetinguudeclthe organization and distribution of
subsidized ITNs from a partner organization andtteatment of a water source and additional
families boiling drinking water. Providing generaiformation to the community about the
program is still an important element of these mngst They also help manage perceptions of
some community members that the program provided, imedicine, or other commodities.

Other UPHOLD-supported health programs have takesnamunity-based approach to increase
the access to and utilization of services includicgmnmunity medicine distributors who treat
children who present with fever (malaria treatmentlunteers who supervise tuberculosis
patients to take their medication; reproductiveltheworkers who promote family planning,
distribute condoms, and encourage women to gorfienatal care and deliver at health facilities;
and others who support people living with HIV. @fteolunteers work on a number of projects.
The UPHOLD-supported education work also includedmmunity-based element specifically
designed to increase the involvement of the comtyuni educatior. The CBGP feedback
meetings could draw on the Community Involvement Bducation (CIE) approach and
collaborate with CIE representatives to increasg emhance the community actions aimed at
improving child health in the community.

7.3 Support Supervision

Support supervision visits help promoters to cdrraistakes that they made in their registers,
improve their counseling skills, and motivate theando their work well. The Bugiri district
experienced major issues in support supervisiorticpéarly at the district level, as two out of
the three district supervisors were temporarilyigaesd outside the district and the third had
many administrative responsibilities that took ptio over providing support supervision. In
contrast, in Luwero, where CBGP also is implemerntedugh the local government, a strong
district team is in place that provides enthustaltadership to the sub-counties. Districts and
sub-counties that reported less support superviagi@hfollow up had the most problems with
counseling and registration of newborns. The welfgrming areas had well-established support
supervision mechanisms.

" See Community Involvement in Education (CIE), URHIO
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Box 3: Sustaining CBGP through the Commitment of Co mmunity Leaders
In Luwero, a former vaccinator was trained in growth promotion under the BASICS project
and became a parish coordinator. Under his leadership, after BASICS closed in 2003, the
parish continued CBGP implementation without external financial and technical support
until the UPHOLD program was initiated in July 2006. During the UPHOLD refresher
training for the formerly trained growth promoters under BASICS, five out of the six villages
in this parish presented clean and complete data for the period January to July 2006. This
parish coordinator was promoted to sub-county coordinator and his sub-county is the
highest performing in the district. This CBGP program was sustained, and has become a
model program, in large part due to the commitment of this supervisor. His dedication is a
major motivating factor for the growth promoters in his area.

7.4Lessons Learned

The spirit of voluntarism is alive and well in Ugkn Many of the motivating factors mentioned
by the growth promoters are non-material. Growttmpoters almost universally expressed their
ongoing commitment to the program. Most said thatytwould continue to be a promoter for

life. Therefore, commitment of growth promoters m®t a major obstacle to program

sustainability. Community involvement in the CBGgram can produce community action to
address child health needs. In one area where CB&® initiated several years prior to

UPHOLD support, the village has taken specificaito address factors affecting the growth
of children. Going forward it will be important to:

Ensure that growth promoters receive the supervisigpport and other means to validate
their role in the village and help motivate thenthieir work;

Guarantee that growth promoters receive complégé-duality toolkits that support them in
their voluntary roles;

Strengthen the role of the DHT to make sure thati¢ladership and coordination is in place
to sustain the program and ensure its effectiveness

Encourage and build the skills of the growth proen®tto conduct community feedback
meetings that effectively raise community underdtag and interest in CBGP and provide a
platform to identify and implement supportive comity actions.

8 Potential for Impact on Child Health

The overall measure of success of a CBGP prograan ismmprovement in nutrition status in the
community. This review collected weight-for-age ad&br all children in the village registers
under the age of two who were weighed in Septer@bé6 and again in April 2007. This is a
cross-sectional, self-selected sample, as childiem are over the age of two moved out of the
program and newborn children entered the prograen thws period, although not at the expected
rate, as some communities did not register newb@®s section 4.2). The weight-for-age data
were entered into WHO Anthro software 2005 anditioitr status of the two cohorts compared
to both the 2005 WHO and the 1999 WHO/NCHS refezestandards. Only children under 24
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months were included in the analysis. The new &st-cecommended by WHO for data
exclusion were used, and no children were excluadedone fell outside the below —6 or above
+5 weight-for-agé.

8.1 Description of the Children in Nutrition Status Analysis

The number of children weighed in September 2006 April 2007 declined over the eight
month period by about 10 percent, from 748 in Sapex to 680 in April {able 9). This is
partly due to the lack of registration of newbohildren as well as the slight decline in monthly
attendance from 78 to 70 percent between SepteamokApril. Bugiri district, which had three
villages that did not enroll newborns, comprisedp@&cent of the endline sample compared to
38 percent at baseline. Kirihura district made Qgércent of the baseline and 13 percent of the
endline while the other two districts remainedualty unchanged.

Table 9: Number of Children in the Nutrition Analys  is by Sex, Age and District
Baseline Endline Baseline Endline
August/Sept March/April 2007 August/Sept March/April
2006 2006 2007
Number | Percent | Number | Percent Number | Percent | Number Percent
Males 389 52% 340 50% Bugiri 285 38% 228 34%
Females 359 48% 340 50% Kiruhura | 72 10% 90 13%
0-11 months | 416 56% 300 44% Luwero 138 18% 134 18%
12-23 332 44% 380 56% Mayuge 253 34% 289 35%
months
Total 748 680

Both the baseline and endline populations had atively equal proportion of males and

females. The biggest difference in the two cohastshe shift to an older population at the

endline compared to the baseline. At baseline, &&qgnt of registered children were 0-11
months old and 44 percent were 12—-23 months oldew8months later 44 percent of registered
children were 0-11 months old and 56 percent w@re23 months old. The mean age for the
baseline is 11.29 months compared to 12.80 monthisei endline. The failure of some villages
to register newborns biases the results of thatimrtranalysis as younger children tend to have
better nutrition status than older children. Theref all things being equal, the endline
population would be more likely to have a highesgartion of malnourished children compared
to the baseline population, based on the age llision alone.

8.2 Weight-for-Age Results

Over the eight-month review period from the basetf September 2006 (on the left below) to
the endline of April 2007 (on the right below) weigor-age Z-scores of children improved as
shown below Kigure 12). These distributions show that over the eight-thqreriod there is a
shift in the population (shown by the red line) tod the 2005 WHO standard (in green). More
specifically, the mean weight-for-age z-score inwe from -0.7935 to -0.5549 for the study
population as a whole that includes both underisbed and well-nourished children.

& www.who.int
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The proportion of children who were malnourisheddrbn declined from 12.8 to 7.9 percent (as
defined as those with -2 z-scores or below). Thftects a 38 percent change/improvement in
malnutrition over the eight month period.

Figure 12: Weight-for Age Distributions at Baseline and Endline, WHO 2005 Standard

Baseline Endline

Improvement is evident in both age groups. Maltiotridecreased from 11.3 to 7.3 percent for
children under 12 months and from 14.8 to 8.4 peréar children 12—24 months, a 35 and 43
percent change/improvement in nutrition statuspeesvely €igure 13). The sample sizes are
too small to be statistically significant when teta are disaggregated by district. However, the
trend in improvement in malnutrition is apparentas all the districts.

Figure 13: Change in Nutrition Status (%< -2SD) fro m September 2006 to April 2007
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The weight-for-age data were also compared to tHéOY/WCHS 1999 reference population
since this standard was used for the Uganda DH8.Zl0te same positive trend is apparent from
this analysis as well, and the decline in malnotmisignificant.

Figure 14: Weight-for-Age Distributions, 1999 WHO/N  CHS Standard

Baseline Endline

Using this standard, malnutrition declines from3LBercent at baseline to 11.6 percent eight
months later. This reflects a 37 percent improvenremalnutrition. The biggest improvement
is seen in children 12—-23 months: in Septembepe&2Bent of children 0-23 months of age were
malnourished (less than -2 Z-scores) compared fpet&ent in April. For children 0-11 months
the improvement in malnutrition was from 9.8 in fpber to 7.3 percent in April. The
proportion of malnourished children at baselinslightly lower than the UDHS average of 20.4
percent, perhaps explained by the fact that theeRedid not include any districts in the north
where the highest rates of malnutrition are found.

Figure 15: Change in Nutrition Status (% < -2SD), S eptember 2006—April 2007
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8.3Impact on Immunization

During each of the monthly weighing sessions, ghopromoters check the immunization status
of each child under one and determine whether btheochild is due for immunization. If due,
the child is referred to the nearest health cemteyutreach post to be vaccinated. For 91 out of
the 130 children (70 percent) for whom this process checked at the exit interview, it had
been done correctly. Health center staff and natjoristrict, and sub-county health
professionals claim that immunization coverageilhmgsoved as a result of the CBGP activities.
This could not be confirmed since official immurtioa data are incomplete at the community
level. Health managers in several districts suggkestonsolidating the integration of
immunization services with growth promotion by emsg that a vaccinator be present during
each of the village growth promotion sessions. Tuasild be in addition to the comprehensive
monthly outreach services provided at parish level.

8.4Lessons Learned

CBGP activities seem to be making a differencehiidcgrowth and nutrition status. After an
implementation period of just eight months, a digant decline in malnutrition rates (low
weight-for-age) was seen. The decline from Septen#®®6 to April 2007 could not be
explained by seasonal effects, as April is gengmalbre food-insecure then September. April
also has higher prevalence of malaria and diarimgad to the seasonal rains. Self-selection
bias may explain part of the decline; however dVetiais Review provides evidence that the
improvement in nutrition is associated with the GB@rogram. Regular weighing of children
under two has drawn attention to the growth and-baihg of children, made mothers more
aware of feeding practices and, in some casespstgopmothers in changing feeding behaviors.
The majority of mothers received relevant messaglesed to preventive and curative practices
that are known to have an impact on child surviVr ongoing program success it will be
important to:

Sustain the monthly growth promotion activities l@hiensuring high, consistent child
participation.

Continue reinforcing growth promoters’ counselingd anegotiation skills to improve their
capacity to promote and support effective child/sal interventions.

Consolidate the integration of immunization sersickiring the monthly growth promotion
sessions.

9 Program Costs
9.1 Activity-Based Cost Centers

The costs of the CBGP program were estimated tfrangactivity-based costing approdchhe
major activities required for the start-up and dngamplementation of CBGP are listed below.

° John Fiedler, A Cost Analysis of the Honduras Camity-Based Integrated Child Care Program, WorldiBa
May 2003.
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Table 10: Activity-Based Cost Centers of the UPHOLD  CBGP Program

Start-up, one-day meeting at the district level involving 2 national level facilitators, 10 district
health team staff and 3 sub-county representatives (one per sub-county of focus).

The major training of trainers is a six-day, residential training involving 3 national facilitators, 5
district trainees, 2 health sub-district trainees and 6 sub-county trainees.

One-day sub-county level meeting with 1 district facilitator, 2 sub-county facilitators, 10 sub-
county representatives, and 6 parish representatives (one per parish). Following this meeting,
the parish representatives introduce CBGP in the villages and identify the growth promoters.

One meeting per sub-county.

The six-day initial training for community growth promoters facilitated by 2 district and 2 sub-
county trainers. Training is done in groups of 30 promoters from 10 villages, and includes 2
health unit staff. An average of 15 sessions are needed to cover 3 sub counties.

One-day meeting at the district level for parish coordinators. Meeting is facilitated by district
and sub-county trainers and involves parish coordinators, one from each parish (estimated 6
per sub-county) and two health center staff. One meeting per district.

The only cost included for this activity is the cost of the Village Toolkit which includes
everything needed for a team of 3 promoters. No lunch or monthly allowance has been given
to the growth promoters.

District Supervisor to Sub-County:
District trainers visit each of the three sub-counties once in two months for the first 6 months,
followed by quarterly visits (5 visits per sub-county = 15 visits per year).

Sub-County Supervisor to Parish:

Sub-county trainers visit each parish under his/her responsibility once in two months for the
first 6 months, followed by quarterly visits (5 visits per parish = 100 visits per year).

Parish Supervisors to the Village:

Parish supervisors coordinate and support the villages under her/his responsibility and collect
the village data on a monthly basis. S/he receives a monthly transport allowance for this.

Meetings held with promoters, trainers/supervisors and health staff on a quarterly basis to
review data and provide continuous training. Sixty meetings per year — 10 communities per
meeting with 30 growth promoters.

Estimated need for two refresher or replenishment training per district for 30 promoters each.
Same as the original growth promoter training (activity 4 above).

Includes new kits for new promoters and replenishment of registers, etc. for continuing
promoters.
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These ten distinct activities form the foundation the analysis of the costs of the UPHOLD
CBGP program. This cost analysis is based primanlyJPHOLD support for these activities
and the materials required. In some cases, thesprajected costs since the UPHOLD program
has not been functioning on a large scale for dineeyear. Personnel costs, with the exception
of the facilitation allowance for the training fht@tors, are not included in this assessment.
Salaries and/or time of technical assistants, Niyisf Health and Local Government staff,
growth promoters, and community members, whichdda substantial, are not included in this
estimate. Some of these costs would be importaevatuate when considering the expansion of
this program.

9.2Cost per Three Sub-Counties

The number of sub-counties, parishes, and villagesell as children under two years of age per
village varies across the 79 districts in Ugandasd®l on the UPHOLD implementation
experience, for this analysis it is assumed thaipttogram would be introduced in increments of
3 sub-counties per district, with an average opafishes and 150 villages per district. The total
cost for this “unit of implementation” is presentedlow, by activity, for the first year and
subsequent years.

Table 11: Activity Costs and Projections (in Uganda Shillings except where noted)

1,024,000 | 1,024,000 341,000 6,800 3.89
8,010,000 | 8,010,000 2,670,000 53,400 30.51
409,000 1,227,000 409,000 8,200 4.69
2,490,000 | 37,350,000 12,450,000 249,000 142.29
150,000 22,500,000 7,500,000 150,000 85.71
329,000 329,000 110,000 2,200 1.26
70,440,000 23,480,000 469,600 268.34
4,570,000 1,523,000 30,500 17.43
389,000 23,340,000 7,780,000 135,600 77.49
98,350,000 32,800,000 655,700 374.69
3,896,000 1,298,500 26,000 14.86
389,000 11,670,000 3,390,000 77,800 44.46
2,490,000 | 4,980,000 1,660,000 33,200 18.97
29,000 4,350,000 1,450,000 29,000 16.57
24,896,000 8,300,000 166,000 | 94.86

*1750 Ugandan Shillings = US $1.00
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Figure 16: Distribution of Start -Up Costs

H Orientation and Planning

H Training of district & SC trainers
O Training of GPs

@ Village Toolkit

M Parish coordinators training

O Support supervision

O Quarterly review meetings

The major start-up costs include the initial tragiand equipping of community growth
promoters, together accounting for 61 percent efdbst in the first year. Continuous training to
reinforce knowledge and skills of community grovgitomoters through quarterly and later bi-
annual review meetings is a major component ofebarrent cost.

Based on these assumptions and UPHOLD cost estintateanalysis shows that the estimated
cost to start up the CBGP program in three sub-oesim one implementation unit as defined

(activities 1-6) is Uganda Shillings 70 million (840,251). Including the supervision and

support costs of the program (activities 7-8) bsitige total cost to just over Uganda Shillings 98
million (US$ 56,200), which is US$375 per villagéhe cost per child for the start-up year of the
program, assuming 50 children under two years ef@ags through the CBGP per village, per
year is US$7.50. In subsequent years, the recucasts to maintain the program are estimated
at Uganda Shillings 25 million (US$14,226) for trsub-counties, which is about US$95 per
village and $1.90 per child under two.

Although the start-up costs may appear high, tlhit@irinvestment in the quality training and

supplies can be expected to yield a return ovemg beriod of time. After the first year, the

costs are lower, and they would be expected tormeatto drop further as communities become
more experienced and are able to sustain the @esiwith minimal support. The fact that this

Review shows an impact on child nutrition in letsrt one year suggests that the initial
investment in a high-quality program reaps bengfitsiediately as well as in the future.

10 Conclusions and Lessons Learned

The UPHOLD CBGP program has been remarkably suitdessa very short period of time.
The positive impact on nutrition status and hesltevident from the analysis of growth trends
and nutritional status among the target populat@»mmunities are extremely supportive of the
CBGP program as evidenced by the commitment obdhenteer growth promoters to the
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participation of mothers and other caretakers engfowth promotion sessions to the well-
functioning support supervision mechanisms in sdisticts.

These signals suggest that the CBGP program hamthatial to make a significant contribution
to improving child health in Uganda. Although th®@ JIOLD experience has been short-lived, it
has provided a firm foundation for the continuatiamd expansion of CBGP in Uganda. A
critical mass of communities has been trained,niag¢erials have been developed, tested, and
found to be effective, and the mechanisms for stpgupervision are in place. Based on the
lessons learned through this Review, addressing ssiraightforward operational issues would
help to immediately make the program even morect¥fe and increase the benefits to child
health in the community. In addition, building dmst initial base of experience, there are a
number of ways in which the program can be enhamcetllinked to other community-based
health activities and actions to achieve even bettiéd health outcomes.
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Annex 1: Definition of Indicators

Issue

Indicator

Nominator

Denominator

Reduction in the
prevalence of
malnutrition (low
weight-for-age)

Proportion of children 6-12
and 12-24 months who
participate in CBGP with
weigh-average (W/A) below
—2 z-score in Sept 06 and
April 07

No children 6-12 and 12-
24 months with W/A
below -2 z-score in Sept
06 and April 07

Total no. of children 6-12
and 12-24 months
weighed in Sept 06 and
April 07

Program coverage

Proportion of children
registered in CBGP out of
total number living in
community

No. children <2 registere
in the GP registers at any
time during study period

i No children <2 living in
the same villages as per
the baseline

Effectiveness of
on-going
registration

Estimated number of
‘missed’ registrations

This is calculated as the expected number of biths
a 7-months period (Oct06-Apr07) minus the numbe
births recorded in the Registers between Oct06 and

Apr07.

Intensity of
participation

Proportion of children
registered in CBGP who arg
actually weighed during the
study period

No. children weighed in
> each month of study
period

Total no. children
registered in each month
of study period

Adequate growth

Proportion of children whg
participate in CBGP with
adequate growth during the
study period

No. of children with
adequate growth in each
month of study period

Total no. children with
growth trend in each
month of study period

Persistent
inadequate growth

Proportion of children with
inadequate growth for 2
consecutive months

No. of children with
repeated inadequate
growth in each month of
study period

Total no. children with
growth trend in each
month of study period

No. of children with
repeated inadequate
growth in each month of
study period

Total no. children with
inadequate growth in eac
month of study period

Recuperation rate

Proportion of children wh
re-establish adequate grow
after a month of faltering

D No. of times children
lreported adequate growtl
after a month of faltering

No. of times children
1 reported inadequate
growth (Oct06-Mar07)

Increased
immunization
coverage

Proportion of children who
participate in CBGP who
had missed one or more
immunizations

No. children <1 year who
had missed one or more
immunizations in each
month of study period

No. children <1 year
whose immunization
status was checked in
each month of study

period
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Annex 2: Observations and Exit Interview Instrumens

Growth Promotion Counseling Observation Guide

Introductory remark to the counselor/growth pronmmotdy name is ............. Working with ..........
District health team. | am here on behalf of theH@R_D program to learn about growth monitoring in
order to identify areas for program improvemenedde feel free and do not get be worried about my
presence since | am not here to judge ysit ok if | sat in the session where you are ingd in
counseling of the mothers?

If the counselor/growth promoter agrees, proceel thie observations.

District: Parish: Date of session:

Sub-county: Village:

Name of observer:

1. Name of the growth promoter/counselor:

2. Sex: [1Male [] Female
3. Age:
4. Level of highest education:
[1CMD [ 1 RH volunteer
5. Do you play any other role in the villagdick [1VHT member [] TBA
all that apply) [1CORPS [
[l yes (1 No
6. Did you attend the initial 6-days training for (month)/ 200___

growth promotion? If yes, when was that?

[ 1 None attendedgo to # 9
7. Did you attend any (quarterly) review / [ ] One attended
continuous training meeting(s)? [1 Two or more attended

[ 1 Common mistakes in the register
8. What were topics covered during those review|/[ ] Immunization

continuous training meeting(s) [ 1 Counseling

[ 1 Optimal breastfeeding

[ ] Complementary feeding

[ ] Feeding of sick child

[

]

9. Do you always do the counseling every monthP  Y¢g
[1No

10. How do you get information on whether the | [] from the mother
child gained adequate weight or not? [] from the fellow growth promoter
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1. Does the growth promoter ask the mother whetteer | [] Yes [1No

child gainedadequateweight over the past month?

2. Did the child gain adequate weight? [1Yes [1No [ 1 Don’t know
3. Does the growth promoter use the Child Healtd ta | [] Yes [1No

explain the growth of the child to the mother?

4. Does the growth promoter ask about the healtheof | [] Yes [1No

child?

5. Does the growth promoter choose a counselindf’car| [ ] Yes [ 1 No(skip to 16)

6. If yes, does the GP ask the questions indicatetthe | [] Yes [1No

counseling card?

7. Does the growth promoter listen to the answers [1Yes [1No
provided by the mother?

8. Does the growth promoter praise the mother for [1Yes [1No
anything well done?

9. Does the growth promoter discuss the [1Yes [1No
recommendations listed on the card with the mother?

10. Does the growth promoter actively use the pastwn| [] Yes [1No
the counseling card when asking questions and sksoy| Comments if any:
recommendations?

11. Does the growth promoter actively involve the [1Yes [1No

mother in the discussions / negotiation?

12. Do the growth promoter and the motherreacha | [] Yes [1No
specificagreement on what the mother do over the nextAgreement reached:
month?
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return?

13. Does the growth promoter ask the mother toaepe | [] Yes [1No
the agreement?

14. Is the mother able to repeat the agreemengcity? | [] Yes [1No
15. Does the growth promoter inform the mother wteen [ ] Yes [1No

16. Any other observations / comments?

Uganda Community Health Promotion Program Review
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Growth Promotion Counseling Exit Interviews

Introductory remark to the mother.

My name is ............. working with .......... District hetd#im. | am here on behalf of the UPHOLD
program to learn about growth monitoring in orderitentify areas for program improvement. | have a
few questions to ask regarding your child and #usvity. Please feel free and do not get worriggts

all the issues we shall discuss will be kept camfiil. Is it ok to ask you a few questions about the
session?

If the mother agrees go ahead and interview.

District; Parish: Date of Session:

Sub-county: Village:

Name of research assistant:

1. What are the names of your child?
(probe for all the names used for the|
child)

2. What relationship do you have with
the child?

3. How old is s/he? (in months)

4. How many times have you come t
the growth promotion to have this
child weighed?

(=}

5. Did s/he gain adequate weight [1Yes [1No [1Don’t know
today?

6. What did you discuss with the
growth promoter today?

7. Is this the first time you have
discussed this? Did you learn anythi
new from the growth promoter today|
If so, what did you learn?

N D
Q(Q

8. What did you agree to do betweer
now and next growth promotion
session? (probe for the specific
details)
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9. Do you think it is possible for you t
do what you agreed upon? If no, why
not?

10. Did the growth promoter refer yol
to the health center for any additional
services?

If yes, which services?

11. Do you believe it will be possible
for you to go the health unit?
If not, why not?

12. Do you believe it has been good for
you and your child to come to the
monthly weighing sessions? Why?/
Why not?

13. What would you change in the
growth promotion activities? (probe on
the weighing, recording and the
counseling process ).

Also ask for the Child Health Card of the child antheck the following:

14. Does the child have hisor [] Yes []No
her Child Health Card?

15. Which immunizations did | [ ] BCG [ 1 DPT-HebB-Hib2
the child receive so far, and onh . .
which dates? [] Polio 0 []1Polio 3
[1Polio 1 [ 1 DPT-HebB-8ib
[]1 DPT-HebB-Hibl [ ] Measles
[] Polio 2
16. What is the child’s date of (day) / (month) / 20__ (year)
birth as indicated on the Child
Health Card
Name of child in the records: Age:

17. How did the growth promotion record this chélitnmunization status in the register today?
Up-to-date: [1Yes [1No [ ] not checked
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